For many years my interest has been the treatment of vesico-vaginal fistule. I have now dealt with more than 100 such cases, the majority referred because of unusually ditficult features, or because they had resisted previous attempts at closure. 64% of the cases were of gynlecological origin, and 36% of obstetrical origin. In this unselected series in which every case, save those with active carcinoma, has been dealt with,' I am happy to report that every fistula has been closed. Usually the functional result for the patient has been excellent; and this has been almost invariably so when the injury has been confined to the bladder itself. In those cases in which the urethra has had to be reconstructed I regret that the functional result has not always been so good, although usually there has been considerable improvement from the complete incontinence previously suffered. In this latter group there were 4 cases in which a transplantation of ureters was eventually advised or performed-4 cases out of a series of more than 100 cases of fistula. All the operations were performed by the vaginal approach, even in those cases in which a previous repair had failed. I may add that in many instances the previous attempts at repair had been made by the transvesical route.
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Nuffield Professor of Obstetrics and Gyna?cology, University of Oxford For many years my interest has been the treatment of vesico-vaginal fistule. I have now dealt with more than 100 such cases, the majority referred because of unusually ditficult features, or because they had resisted previous attempts at closure. 64% of the cases were of gynlecological origin, and 36% of obstetrical origin. In this unselected series in which every case, save those with active carcinoma, has been dealt with,' I am happy to report that every fistula has been closed. Usually the functional result for the patient has been excellent; and this has been almost invariably so when the injury has been confined to the bladder itself. In those cases in which the urethra has had to be reconstructed I regret that the functional result has not always been so good, although usually there has been considerable improvement from the complete incontinence previously suffered. In this latter group there were 4 cases in which a transplantation of ureters was eventually advised or performed-4 cases out of a series of more than 100 cases of fistula. All the operations were performed by the vaginal approach, even in those cases in which a previous repair had failed. I may add that in many instances the previous attempts at repair had been made by the transvesical route. One cannot see 100 referred cases of bladder injury without encountering some strange cases.
Remarkable amongst these was Mrs. C., a woman who lived up a Welsh valley, and who for twentyseven years had had complete incontinence of urine. Her trouble dated from a difficult forceps delivery. She had had an operation for the treatment of the urinary leakage, but without benefit: regarding herself incurable she had resigned herself to a life of continual wetness. A simple calculation based on the data supplied showed that in this period of twenty-seven years she had washed and dried no less than 68,875 pieces of Turkish towelling.
It was remarkable that in spite of her disability this woman had two further pregnancies. During the second of these she became aware that there was "something falling down"-this "something" was diagnosed by the district nurse who confined her as a prolapse of the womb. In recent years the prolapse became more and more troublesome, and eventually drove her to seek further advice in a near-by medical centre. There it was found that the prolapse was no falling of the womb but a protrusion of the bladder itself-a turning inside-out of the bladder-through a large vesico-vaginal fistula. Through the kindness of Mr. Gareth Jones, the patient was sent to the Nuffield Department of Obstetrics and Gynecology at Oxford.
Examination confirmed the reported findings. A large fleshy mass was seen at the vulva; it was as large as a fist, and at first sight had' every appearance of a complete uterine procidentia. Closer examination showed that the mass was an inverted bladder (Fig. 1) . The uterus and cervix were in the ;-i - § normal position. By suitable manipulations the mass could be replaced-although only temporarily -through the fistulous opening. The latter measured rather more than 1 in. in diameter, and was situated above the level of the urethra in the trigone of the b d ascu bladder. Both ureteric orifices could be identified just within the margins of the fistula where they could be seen indulging, as is the wont of ureters, in a periodic urinary cascade.
The whole of the prolapsed mass appeared to be covered with squamous epithelium. This fact was later confirmed by biopsy and histological examination.
Operative repair was surprisingly simple, and was accomplished by the vaginal route. The chief step in the repair was a series of nylon stitches inserted FIG. I.-Inversion of bladder through mattress fashion to approximate the vaginal edges.
vesico-vaginal fistula. These edges had been prepared by a broad, slanting cut towards the bladder mucosa, together with a very slight undercut of the vaginal margins. The bladder was drained by continuous gentle suction through a urethral, catheter for fourteen days. The sutures were removed on the twenty-first day. lAn exception is an Irish woman who returned to her own country without leaving any address.
The bladder function was quickly restored to normal, and the patient left hospital in excellent condition on the thirty-eighth day. A cystoscopic examination before discharge showed healthylooking bladder wall, without any evidence of cystitis. I have on 3 other occasions seen an inversion of the bladder through a vesico-vaginal fistula. In 2, the bladder was contained within the vagina and was seen, on speculum examination, as a deep red, velvety mass. In one other, the inversion appeared at the vulva, and simulated a cystocele. In the present case the mass protruded far beyond the vulva and was so large that it appeared, at first sight, to be a complete uterine procidentia.
The Patient With an Advanced Carcinoma of the Bladder By NOBLE HUDSON, F.R.C.S. Late Senior Surgical Registrar All Saints' Urological Centre (Westminster Hospital Group) IN the treatment of carcinoma of the bladder there are still considerable differences of opinion among surgeons and radiotherapists.
It has been stressed repeatedly (notably by Dr. Cuthbert Dukes and Mr. F. H. Masina) that in order to deal intelligently with the problem we must attempt to grade and classify bladder tumours and to seek relationships between the histological picture and extent of spread on the one hand, and the results of various forms of treatment on the other.
In general the results of treatment of bladder cancer are disappointing. Perhaps those who work with supervoltage irradiation are more hopeful but it does seem that at present many patients with advanced carcinoma of the bladder are refused this form of therapy either on the grounds that their cases are unsuitable or that the demands on the apparatus are too great. In any event, even if it should prove that supervoltage irradiation is the most effective form of treatment, there are not facilities for all bladder cancers to be so treated.
In 1950 Mr. D. S. Poole-Wilson said, "it seems that if a tumour has penetrated the bladder wall as far as the peritoneum, then the lymphatics are invaded beyond the bladder and all varieties of treatment are probably only palliative".
Dr. J. L. E. Millen of the Christie Hospital and Holt Radium Institute gave his results of treatment of bladder growths by irradiation. As I understand it, the more favourable growths were treated by radon seed implantation and the less favourable by deep X-ray therapy. In the group treated by deep X-ray therapy the five-year survival rate was as follows:
For non-infiltrating tumours 12% five-year survivals. For infiltrating tumours 7 % five-year survivals. But Dr. Millen further stated that of 382 patients considered during the period under review, 96 (or 25% of the total) were beyond any attempt at cure. "60 were beyond any hope of treatment whatever." 36 were given a small dose of deep X-rays without any influence on the course of the disease. Death occurred in an average of four months.
Dr. J. M. W. Gibson also of the Christie Hospital and Holt Radium Institute said, "for the hopeless case no treatment at all is better than ill-judged radiotherapy". How true this is.
But what constitutes a hopeless case? What criteria should we use in deciding that a case is beyond any hope of treatment whatsoever?
While it is true that some patients with bladder carcinoma die a relatively comfortable death from uremia or other cause, the majority pass their last few months in a miserable and degrading state with profuse himaturia, often with clot retention, strangury, pain, intensely increased frequency and sometimes continuous dribbling. If a patient has left to him but a short span surely surgical intervention is worth while if it will render that span more tolerable.
In my view many patients are unnecessarily denied the bIenefit of a palliative cystectomy or even of a palliative ureteric transplant. Often the operability or otherwise of a bladder growth can only be determined by an exploratory operation. The presence of involved lymph nodesbe they even irremovable-is no contra-indication by itself to cystectomy.
It is unnecessary and dangerous to attempt to close the pelvic peritoneum after cystectomy because of the possibility of internal strangulation.
If we do not perform cystectomy in these cases what alternative measures are advocated? Here I would like to express my thanks to Mr. S. I. Levy and Mr. Ralph Coyte for allowing me to operate on these their cases; however, they do not necessarily subscribe to the views just mentioned. I would like to thank also Professor James Pulvertaft for permission to borrow the specimens from the museum, Dr. J. H. 0. Earle and his staff, then of the Gordon Hospital, for mounting the specimens and for the histological work, Dr. Cuthbert Dukes for much kindly and helpful advice and his technician at the Institute of Urology where the lantern slides were made for me.
